T he fact that we cannot expect to treat everybody presented to us is taken up in the articles on pandemic influenza in the spring 2008 edition of JICS. I agree with Lawson 1 that the 'Ethical Framework' stated by the Department of Health and outlined by Forbes 2 is, in reality just some 'jolly nice' statements. It may be politically incorrect to say this, but in a pandemic situation, even if not the worst case scenario, people would die. Death is not fair, and neither is pandemic influenza. With the current disease, the mortality rate is 61% overall, and mainly in the 10-19 year old group. 3 In those patients who require ventilation for multiple organ failure the mortality is at least 90%. 4 All the plans that I have seen, including those in JICS, 5 assume that hospitals will be able to increase capacity to meet the demand, except in the most catastrophic situation.
I submit that the real situation would be far less cosy. Schools will be closed and there will be imposed isolation to inhibit spread. 6 NHS staff will not be able to care for both patients and their families; it is disingenuous to suppose they will prioritise their work for some altruistic principles. On this basis alone there will be a lack of resource.
Given the high fatality rate of ventilated influenza patients, I think that it would be sensible to close critical care units and concentrate available resources on treating patients in the community and keeping them out of hospital.
Unfortunately, the patients who inhabit the ICU now will also not be treated, and I would contend that this is the correct response. Not fair perhaps, but realistic. Doctors will be placed in an impossible situation and may have to do things that in ordinary circumstances would be considered by society as criminal, as in the aftermath of hurricane Katrina. This needs to be recognised and legislated for now; otherwise we will be left to take the brunt of society' s anger at the deaths that will occur. In times of war we all expect the powerful (young to middle-aged, competent adults with no dependent children) to be the first to volunteer to defend the vulnerable. If volunteering fails, conscription starts with the powerful. What is more, if an individual has a conscientious objection to military combat it is respected, provided that it is not a smokescreen for cowardice, and these individuals become front line stretcher-bearers, medics, nurses and so on, so the risk to their own lives is at least equal if not greater than the risk to the combatants.
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It is akin to the adult and child drowning with only one life belt available. The expectation should be that the more powerful individual would want (or if not, be expected to desire) the life belt be given to the child.
Thus, perhaps the just way to deal with the problem of triage is as follows: 1. Normally, ICU availability is for potential survivors, on 'first come, first served' basis, on normal clinical grounds of offering or denying ICU care. 2. When demand is greater than supply, a waiting list on 'first come, first served' grounds would be established for those who would potentially benefit, based on the principle that the powerful (for example competent 30-60 year olds with no dependent children) are asked to sign a 'statement of altruism' protecting the rights to treatment of the vulnerable over and above their own right. 3. As ICU resources diminish further, the call to altruism is extended to the less powerful members of society, starting with
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the moderately powerful and leaving the vulnerable to last. 4. If necessary the healthcare worker rationing resources (the ICU consultant) imposes the rule of altruism. This strategy would have added credibility if the consultant dealing with the case had also signed up to the 'statement of altruism'. It is far easier to stand in front of a patient and their relatives when they arrive in A+E and say "this is the situation, and so that you know, I am not asking you to do something I would not do myself, I have also forgone my right to ICU care if I contract influenza, to let children and old people go first"
With the rule of altruism, any charge of discrimination on grounds of age, race, gender etc is immediately squashed.
When the 50-year-old dies without being offered an ICU bed, one' s defence stands on the grounds of trying to help the vulnerable, a noble and hopefully universally-accepted maxim. The death of the 50-year-old is a foreseen but unintended sideeffect of upholding the defence of the vulnerable, just like the soldier who is sent to the front line in Afghanistan! Comment I n his article 'Towards a comprehensive ventilatory strategy for acute exacerbations of COPD' in the April issue of JICS, Dr Davidson states that he is being 'deliberately provocative.' 1 His default position, that chronic obstructive pulmonary disease (COPD) patients should, if acidotic, all be admitted for intubation and that failure to do so constitutes medical discrimination, cannot be left unchallenged.
I agree that acute exacerbations of COPD do not carry as dire a prognosis as previously. In the study of 28-day outcome from mechanical ventilation, 2 Esteban and colleagues clearly found that those patients admitted with pure infective exacerbation of COPD had an odds ratio of death of 0.70, a similar figure to that from the ICNARC study published in 2005. 3 These patients should be given a chance with invasive ventilation. However, if there is cardiovascular failure, renal failure or acidosis, or other organ failure, then the prognosis worsens considerably. 3, 4 At some point, 'someone' will have to make the decision as to whether invasive ventilation is warranted. That person is likely to be the intensivist, who should not confine him/ herself to considering the function of one organ only. To admit all acidotic patients for ventilation is neither justified nor practical, and would merely shift the 'medical discrimination' to other groups of patients.
Davidson also makes the broad statement that tracheostomy delays ICU discharge. Tracheostomy is associated with reduced length of stay and mortality; and the indications are that the earlier the tracheostomy is performed the better. 5 It is hoped the ongoing 'TracMan' study will clarify this. 6 
